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Objectives. This study examined the association between caregiving for disabled or
ill family members, estimated to occur in more than 22 million US households, and
change in mental health.

Methods. We assessed 4-year change in mental health among 37742 Nurses’ Health
Study participants with the Medical Outcomes Study Short-Form 36.

Results. Women who provided 36 or more weekly hours of care to a disabled spouse
were almost 6 times more likely than noncaregivers to experience depressive or anx-
ious symptoms (multivariate odds ratio [OR]=5.6; 95% confidence interval [CI]=3.8,
8.3). Caring for a disabled or ill parent (≥36 weekly hours) was associated with a less
dramatic elevation in depressive or anxious symptoms (multivariate OR=2.0; 95%
CI=0.9, 4.3).

Conclusions. In this population, caregiving was associated with increased risk of de-
pressive or anxious symptoms. (Am J Public Health. 2002;92:1305–1311)
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ill parent and onset of depressive or anxious
symptoms. The study was conducted in a co-
hort of women who were free from high lev-
els of depressive or anxious symptoms at
baseline in 1992.

METHODS

Sample
This study, a longitudinal analysis of care-

giving responsibilities and mental health, was
based on data from respondents to the 1992
and 1996 Nurses’ Health Study question-
naires. Participants enrolled in the Nurses’
Health Study cohort were aged 30 to 55
years when the cohort was assembled in
1976 and 50 to 75 years in 1996. The initial
cohort included married women who were
registered nurses living in 1 of 11 states at
the time of enrollment. A detailed description
of the population is available elsewhere.21

The original Nurses’ Health Study popula-
tion included 121700 nurses. After losses to
death, follow-up, and nonresponse, 104064
participants returned the 1992 survey on
health and disease status. Of those women,
75453 completed an additional section on
social variables, which was included in the

first mailing to the cohort but not in subse-
quent attempts to obtain updated information
from study participants. These respondents
were similar to the larger sample with respect
to prevalence of major chronic disease and
health behaviors such as cigarette smoking.

Questions about social roles were asked
again in the 1996 survey. Participants were in-
cluded in the current analysis only if they pro-
vided complete information on health and dis-
ease status and social variables, including
caregiving responsibilities, in both 1992 and
1996. To obtain a conservative estimate of the
effect of caregiving on mental health, we lim-
ited the set for analysis to a relatively healthy
or robust group. Women who had been diag-
nosed with cancer, heart disease, or stroke be-
tween 1976 and 1996 or who had high levels
of depressive or anxious symptoms in 1992
were excluded from the analysis.

For our longitudinal analysis of spousal
caregiving as a predictor of depressive or anx-
ious symptoms, we further limited the sample
to women who were married in both 1992
and 1996 (n=37742). These women were
eligible to be spousal caregivers at both sur-
vey periods. To assess the association be-
tween parent care and depressive or anxious

In 1990, more than 31 million people in the
United States were aged 65 years or older.
The US elderly population is expected to ex-
ceed 75 million by 2040, at which point 1 in
5 Americans will be aged 65 years or older.1

The aging of the population, and the accom-
panying prevalence of chronic disease and
disability, is already exerting a profound ef-
fect on familial roles and responsibilities.
Caregiving for disabled or ill family members
is estimated to occur in more than 22 million
US households.2 Relatives and friends are the
sole source of assistance for 70% of the
Americans who require long-term care.3 It is
expected that more than 60% of all women
will provide this type of informal care to a
disabled or an ill family member at some
point during their lives.4,5

In 1980, Zarit and colleagues6 identified
caregiving as a source of burden or role
strain, and several studies followed to show
that caregivers experience elevated rates of
depressive symptoms.7–13 Researchers have
linked informal care provision to adverse
health effects such as sleep disturbance,14 in-
creased blood pressure,15 increased insulin
levels,16 altered endocrine function,17 im-
paired vaccine response,18 and poorer adher-
ence to therapeutic regimens.19 Schulz and
Beach20 published results from a longitudinal
study in which caregivers who reported role
strain also experienced a 63% elevation in
mortality risk. The current study, conducted
in a large community-based cohort, comple-
ments the existing literature by offering longi-
tudinal data on caregiving and mental health.

The primary purpose of this study was to
examine, with data from 1992 and 1996, the
relation between care for a disabled or ill
spouse and onset of depressive or anxious
symptoms. Secondarily, we investigated the
association between care for a disabled or an
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symptoms, we examined the subset of partici-
pants, either married or unmarried, who had
at least 1 living parent through the 1996 fol-
low-up (n=17755).

Caregiving Exposure Measure
On the Nurses’ Health Study questionnaire,

participants self-reported the number of hours
per week they typically spent providing care.
The question was framed as follows: “Outside
of your employment, do you provide regular
care for any of the following?” The survey
queried participants about care for a disabled
or ill spouse, a disabled or ill parent, and a
disabled or ill other person (unspecified),
child, or grandchild. Because “care” was not
defined specifically in the survey question,
types of informal care assistance (i.e., with
bathing, dressing, transportation, household
chores, paperwork) were not assessed.

Unless otherwise noted, caregiving and in-
formal care refer to care for a disabled or ill
spouse, which is the central focus of this arti-
cle. Care for a disabled or ill parent, referred
to as parent care, is described as a point of
comparison.

Assessment of Stress and Reward
Associated With Caregiving

Care-related stress and reward were as-
sessed globally with 2 questions: (1) “How
stressful would you say it is to provide care to
the individuals mentioned above?” and
(2) “How rewarding would you say it is to
provide care to the individuals mentioned
above?” For both questions, the multiple-
choice answers included the following: not
applicable; not at all; just a little bit; moder-
ately; extremely; and don’t know. Participants
who answered “not applicable” and “don’t
know” were eliminated from analyses that in-
vestigated stress and reward as independent
predictors of mental health status. Otherwise,
“not applicable” and “don’t know” responses
were treated as missing values when percep-
tions of care-related stress and reward were
analyzed as covariates.

Mental Health Outcome
In both 1992 and 1996, we measured par-

ticipants’ mental health status with the 5-item
Mental Health Inventory, 1 of the 8 health-
related quality-of-life scales included in the
Medical Outcomes Study 36-Item Short Form

Health Survey. Crude scores on the 5-item
Mental Health Inventory range from 5 to 30
points and are transformed to a 0- to 100-
point scale.22 Transformed scores can be
treated as a continuous variable, in which
case higher scores (or positive change scores)
indicate better (or improved) overall mental
health status. The scale also can be dichoto-
mized, with participants who score less than
52 likely to satisfy the clinical diagnostic cri-
teria for depression and related disorders. Be-
cause the 5-item Mental Health Inventory is
not a clinical diagnostic tool, women in the
low-scoring range (<52) are classified as hav-
ing depressive or anxious symptoms rather
than depression per se.

This 5-item scale has been validated as a
global measure of well-being or mental health
status.22,23 The 5-item Mental Health Inven-
tory has performed well in criterion-based
tests of validity, with low-scoring subjects
more frequently requiring inpatient and out-
patient psychiatric care and showing suicidal
ideation.22 Furthermore, the sensitivity and
specificity of the 5-item Mental Health Inven-
tory for detecting clinical depression are
high.24 Berwick and colleagues,24 using
receiver-operating-characteristic curve analy-
sis, found the Mental Health Inventory to be a
viable screening tool for the identification of
clinical depression, with a high area under the
curve (0.892).

Statistical Analysis
To assess change in women’s spousal care-

giving responsibilities as a determinant of
mental health status, we created indicator var-
iables to represent 4 exposure categories.
These categories, which refer specifically to
spousal care, were (1) no caregiving in 1992
and no caregiving in 1996 (noncaregivers), (2)
no caregiving in 1992 but caregiving in 1996
(new caregivers), (3) caregiving in 1992 but
not in 1996 (former caregivers), and (4) care-
giving in both 1992 and 1996 (continuing
caregivers). For each of these groups, we first
described the age-adjusted distributions of key
variables and then described shifts in women’s
overall mental health status over time, as indi-
cated by 5-item Mental Health Inventory
change score (change score=score in 1996−
score in 1992). Negative 5-item Mental
Health Inventory change scores indicated de-

cline in mental health status over the follow-
up period, and positive 5-item Mental Health
Inventory change scores indicated mental
health improvement. Women whose 5-item
Mental Health Inventory scores dropped
below 52 in 1996 were classified as new pa-
tients with depressive or anxious symptoms.

After evaluating the crude distributions of
5-item Mental Health Inventory change scores
in each caregiving exposure category, we used
linear and logistic regression to compare new,
former, continuing, and noncaregivers’ mental
health status while adjusting for potential con-
founders. In linear models, we treated the
5-item Mental Health Inventory change score
as a continuous outcome measure, and in lo-
gistic models, we dichotomized the outcome
at 52 to estimate the odds ratio (OR) for de-
veloping depressive or anxious symptoms
among new, former, and continuing care-
givers, compared with noncaregivers. In the
subset of women who at baseline did not have
depressive or anxious symptoms and reported
no spousal care responsibilities, we used linear
and logistic regression to further describe the
association between new caregiving responsi-
bilities and mental health changes or onset of
depressive or anxious symptoms.

Our final models controlled for factors that
are known or suspected to be correlated with
caregiving or depressive or anxious symp-
toms, or both. These factors include age,
other 1996 caregiving responsibilities (dis-
abled or ill parent; disabled or ill other per-
son, child, or grandchild, whose health status
was not specified), employment in 1996, ciga-
rette smoking (1992 and 1996), chronic ill-
ness (rheumatoid arthritis or diabetes), level
of social ties in 1992 (measured by the Berk-
man–Syme Social Network Index25), and level
of education. Our final models also controlled
for baseline mental health status. This ana-
lytic approach addresses the question, “Dur-
ing follow-up, is a new caregiver (for exam-
ple) expected to experience the same change
in mental health (or likelihood of developing
depressive or anxious symptoms) as a noncar-
egiver, given that they both started with the
same initial mental health status?”

Because perceptions of stress and reward
were considered elements in the causal path-
way between spousal care and depressive or
anxious symptoms, these factors were not in-
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TABLE 1—Characteristics of Married Women in the Nurses’ Health Study I Population: Variation 
According to Care for a Disabled or an Ill Spouse, 1992–1996a

Spousal Care: Spousal Care: Spousal Care: Spousal Care:
1992 No, 1996 No 1992 Yes, 1996 No 1992 Yes, 1996 Yes 1992 No, 1996 Yes

(Noncaregivers) (Former Caregivers) (Continuing Caregivers) (New Caregivers)

n, before exclusion based on 1992 depressive or anxious symptoms 36 279 726 1000 1693

Excluded because of depressive or anxious symptoms in 1992, % (not adjusted) 4.7 12.3 8.2 4.7

No. included in analysis 34 573 638 918 1613

Age, %

50–54 19.8 15.5 8.9 8.5

55–59 23.5 17.7 13.6 13.6

60–64 23.1 24.5 20.7 19.2

65–69 18.4 19.9 23.2 23.1

70–75 15.2 22.4 33.6 35.6

Mean MHI-5 score, 1992 79.5 75.2 76.0 78.4

Mean MHI-5 score, 1996 81.3 78.9 77.5 77.0

Mean change in MHI-5 score, 1992–1996 (change relative to that in noncaregivers) +1.8 (0) +3.7 (+1.9) +1.6 (−0.2) −1.4 (−3.2)

Depressive or anxious symptoms, 1996, % 2.2 4.4 5.0 4.7

Working outside home, 1996, % 50.6 56.1 51.0 51.8

Current smoker, 1996, % 9.8 13.5 14.1 14.1

Note. MHI-5 = 5-item Mental Health Inventory.
aAge-adjusted.

cluded in the final multivariate model. How-
ever, we also tested the independent associa-
tions between care-related stress and reward
and depressive or anxious symptoms in a sub-
set composed of all women who provided
spousal care in 1996. In that group, we used
logistic regression to estimate the relative
odds of depressive and anxious symptom
onset in 1996 for women at each level of
stress and reward. We controlled for all 1996
caregiving responsibilities, baseline mental
health status and baseline level of social ties,
cigarette smoking in 1992 and 1996, base-
line level of education, baseline chronic con-
ditions, and employment in 1996.

To assess the mental health effects of care
for disabled or ill parents, we repeated the
analyses described above in a sample of
women (either married or unmarried) who re-
ported that they had at least 1 living parent in
1996. When relevant for comparison, results
from these analyses are described in the text.

RESULTS

Table 1 summarizes the age-adjusted distri-
butions of covariates. The table shows the
numbers of women in each caregiving expo-

sure category, both before and after exclusions
based on detection of depressive or anxious
symptoms in 1992. Women who stopped care-
giving between 1992 and 1996 were more
likely than their peers to have experienced de-
pressive or anxious symptoms in 1992. After
exclusion of women with depressive or anxious
symptoms at baseline and adjustment for age,
women who reported spousal care responsibili-
ties at any time during the study were approxi-
mately 2 times more likely than noncaregivers
to experience symptoms in 1996. Accordingly,
women who did not provide care to a disabled
or ill spouse during the study period had
higher mean 5-item Mental Health Inventory
scores in 1996 (81.3), or better mental health
status, than did women with new (77.0), con-
tinuing (77.5), or former (78.9) spousal care
responsibilities. Statistical significance of these
differences was later explored in multivariate
models.

Change in Mental Health, 1992 to 1996
To describe shifts in mental health over the

4-year study period, we first described unad-
justed distributions of 5-item Mental Health
Inventory scores in 4 groups of married
women: noncaregivers, new caregivers, for-

mer caregivers, and continuing caregivers. As
expected, new caregivers were more likely
than women in any other group to show de-
clines in mental health status between 1992
and 1996. Almost half (44%) of the new
caregivers had negative 5-item Mental Health
Inventory change scores, or a decline in men-
tal health, compared with 31% of the non-
caregivers, 34% of the continuing caregivers,
and 27% of the former caregivers. Substan-
tial declines of 20 points or more were more
commonly endured by new caregivers (9%)
than by noncaregivers (4%), continuing care-
givers (5%), and former caregivers (5%).

Conversely, only 39% of the new care-
givers enjoyed mental health improvements
(higher 5-item Mental Health Inventory
scores) over time, compared with 50% of the
noncaregivers, 48% of the continuing care-
givers, and 58% of the former caregivers.
Substantial improvements of 20 or more
points were infrequently experienced by new
caregivers (1%) but were more commonly ob-
served among noncaregivers (3%), continuing
caregivers (4%), and former caregivers (7%).
Noncaregivers and continuing caregivers had
similar shifts in mental health status between
1992 and 1996.
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TABLE 2—Mean Change in Mental Health Scores (5-Item Mental Health Inventory [MHI-5]) and Odds Ratios (ORs) for Association Between
Change in Spousal Caregiving Status Between 1992 and 1996 and Depressive or Anxious Symptoms in 1996: Analysis Among Women Who Did
Not Have Depressive or Anxious Symptoms in 1992

OR for Depressive and OR for Depressive and
Mean Change in MHI-5 Mean Change in MHI-5 Anxious Symptoms in Anxious Symptoms in

Score, 1992–1996, Score, 1992–1996, 1996, Without Adjusting 1996, After Adjusting
Without Adjusting for After Adjusting for for Baseline Mental for Baseline Mental

n Baseline Mental Healtha Baseline Mental Healthb Health Status (95% CI)c Health Status (95% CI)d

Nonspousal caregivers 34 573 +1.9 +2.5 Reference Reference

Former spousal caregivers 638 +3.5* +2.5 1.8 (1.1, 2.8) 1.3 (0.8, 2.1)

Continuing spousal caregivers 918 +1.0** +0.3*** 1.9 (1.2, 3.0) 1.5 (1.0, 2.4)

New spousal caregivers 1613 –1.3*** –1.1*** 2.2 (1.7, 2.9) 2.1 (1.6, 2.8)

Note. CI = confidence interval.
aModel controls for age, employment status in 1996, level of education (registered nurse, bachelor’s degree, master’s degree or higher), cigarette smoking in 1992 and 1996 (never, former, current
smoker), baseline level of social ties (measured with the Berkman–Syme Social Network Index), self-report of chronic illness (rheumatoid arthritis, diabetes), time commitment to spousal caregiving
in 1992, and other caregiving responsibilities in 1996. Model is solved for adjusted mean change in MHI-5 scores among women with either 0 or 4.5 hours of spousal care and high levels of social
ties in 1992; who were not employed outside the home in 1996, younger than 55, nonsmokers, and registered nurses; and who had no other care responsibilities in 1996.
bModel controls for the same variables mentioned in footnote a as well as baseline MHI-5 score (assumed to be 78).
cModel controls for age, employment status in 1996, cigarette smoking in 1992 and 1996 (never, former, current smoker), baseline level of social ties (measured with the Berkman–Syme Social
Network Index), hours of spousal caregiving in 1992, level of education, self-report of chronic illness (rheumatoid arthritis, diabetes), and any other caregiving responsibilities in 1996 (disabled
parent or other unspecified ill person; care for child or grandchild, health unspecified).
dModel controls for variables mentioned in footnote c as well as baseline MHI-5 score.
*P < .01; **P < .1; ***P < .001.

Multivariate findings, summarized in Table 2,
were consistent with observations from the
unadjusted data described above. In multi-
variate linear models that did not control for
baseline mental health status, we found that
women with no caregiving responsibilities
(the reference group) improved by an average
of +1.9 points over the course of this study.
Instead of experiencing this age-related im-
provement in mental health, women with new
caregiving responsibilities experienced a de-
cline (adjusted mean 5-item Mental Health In-
ventory change score=−1.3). After control-
ling for baseline mental health status, the
average change among noncaregivers and for-
mer caregivers was +2.5 points and that
among continuing caregivers was +0.3 point;
by contrast, new caregivers lost an average of
1.1 points between 1992 and 1996.

In logistic models that did not control for
baseline mental health status, women who
provided care to a disabled spouse at any
point during the follow-up period (new, con-
tinuing, and former caregivers) appeared to
experience an approximately 2-fold elevation
in depressive or anxious symptoms, relative to
noncaregivers (Table 2). However, the groups
that provided spousal care in 1992 (former
and continuing caregivers) had lower baseline

5-item Mental Health Inventory scores than
did those without baseline spousal care re-
sponsibilities (new caregivers and noncaregiv-
ers). After adjustment for baseline mental
health differences, only new caregivers expe-
rienced a statistically significant elevation in
depressive or anxious symptoms at follow-up
(multivariate OR=2.1; 95% confidence inter-
val [CI]=1.6, 2.8). Former caregivers did
show an overall improvement in mental
health status between 1992 and 1996, as as-
sessed in linear models treating the 5-item
Mental Health Inventory score as a continu-
ous variable. Nonetheless, former caregivers
were somewhat more likely than noncaregiv-
ers to experience high levels of depressive or
anxious symptoms at follow-up, as illustrated
in the logistic models.

In our further analysis of new spousal care-
givers’ mental health status (Table 3), we ob-
served a clear trend of increasing odds of de-
pressive or anxious symptoms with higher
weekly spousal care time commitment (β=
0.34; P for trend=<.001). Women who re-
ported providing 36 or more weekly hours of
care for a disabled or ill spouse were almost
6 times more likely than noncaregivers to ex-
perience depressive or anxious symptoms at
follow-up (multivariate OR=5.6; 95% CI=

3.8, 8.3). On average, these providers of high
amounts of spousal care experienced a de-
cline of 5.1 points on the 5-item Mental
Health Inventory. As a comparison, other re-
searchers noted an average 3-point loss
among people recently fired or laid off from
their jobs.26 When we controlled for respon-
dents’ perceptions of care-related stress and
reward, the association between greater
amounts of time devoted to spousal care and
odds of experiencing depressive or anxious
symptoms was attenuated but still strong
(OR=3.8; 95% CI=2.5, 5.8).

We also observed a relation between
greater time commitment to care for a dis-
abled or ill parent and higher relative odds of
experiencing depressive or anxious symptoms,
but the association was not as strong as that
for spousal care (β=0.17; P for trend=<.01;
data not shown). Women who provided 36 or
more hours per week of care to a disabled or
ill parent were 2 times more likely than non-
caregivers to have depressive or anxious
symptoms (OR=2.0; 95% CI=0.9, 4.3). This
association between high time commitment to
parent care and depressive or anxious symp-
toms was reduced to nonsignificance when we
controlled for perceived stress and reward
(OR=1.2; 95% CI=0.5, 2.7; P for trend= >.5).
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TABLE 3—Odds Ratios (ORs) for Association Between Time Commitment to Spousal Caregiving 
and Depressive or Anxious Symptoms: Analysis Among Women Who Reported No Depressive 
and Anxious Symptoms and No Spousal Caregiving in 1992

Zero Weekly Hours of 1–8 Weekly Hours of 9–35 Weekly Hours of ≥ 36 Weekly Hours of
Caregiving in 1996 Caregiving in 1996 Caregiving in 1996 Caregiving in 1996 P for Trend

n 34 573 828 404 381

Age-adjusted OR Reference 1.3 (0.9, 2.1) 1.8 (1.0, 3.1) 5.4 (3.7, 7.9) < .001

Multivariate ORa Reference 1.2 (0.7, 1.9) 1.5 (0.8, 2.9) 5.6 (3.8, 8.3) < .001

Multivariate OR, controlling for stress and rewardb Reference 1.1 (0.7, 1.8) 1.3 (0.7, 2.4) 3.8 (2.5, 5.8) < .001

Adjusted mean change in 5-item Mental Health Inventory scorec +2.5 +0.9* –1.3* –5.1* < .001

aControlling for age, cigarette smoking (1992 and 1996), level of social ties in 1992, other caregiving responsibilities in 1996, employment status in 1996, self-reported chronic illness (rheumatoid
arthritis, diabetes), level of education, and baseline 5-item Mental Health Inventory score.
bControlling for variables mentioned in footnote a as well as perceived stress and reward associated with caregiving.
cControlling for age, cigarette smoking (1992 and 1996), level of social ties in 1992, other caregiving responsibilities in 1996, employment status in 1996, and baseline 5-item Mental Health
Inventory score. Model is solved for women who were younger than 55, had never smoked, were not currently employed, had high levels of social ties in 1992, had no other care responsibilities in
1996, reported no chronic conditions, were registered nurses, and were assumed to have a baseline 5-item Mental Health Inventory score of 78.
*P < .001

In the subset of all women who provided
spousal care in 1996, we used logistic regres-
sion to assess the independent associations be-
tween care-related stress and reward and de-
pressive or anxious symptoms (data not shown
in tables). We controlled for spousal care time
commitment, other care responsibilities
(1996), age, employment status (1996), level
of social ties (1992), level of education,
chronic conditions (rheumatoid arthritis and
diabetes) (ever), and cigarette smoking (1992
and 1996) and found that level of care-related
stress was strongly associated with depressive
or anxious symptoms (P for trend= <.001).
Compared with women who reported that
caregiving was not at all stressful (16.8%),
those who reported that caregiving was ex-
tremely stressful (14.1%) were approximately
4 times more likely to have depressive or anx-
ious symptoms (OR=3.8; 95% CI=2.8, 5.0).
In contrast, women who reported high levels
of care-related reward experienced a de-
creased risk of depressive or anxious symp-
toms. Compared with women who reported
that caregiving was not at all rewarding
(3.4%), those who reported that caregiving
was extremely rewarding (42.9%) were 50%
less likely to experience depressive or anxious
symptoms (OR=0.5; 95% CI=0.4, 0.7).

We also observed in a cross-sectional anal-
ysis of the 1992 Nurses’ Health Study data
that depressive or anxious symptoms were
particularly common among women with
high time commitment to spousal caregiving

(≥36 hours/week) and few social ties. Com-
pared with socially integrated women without
caregiving responsibilities, socially isolated
spousal caregivers were approximately 12
times more likely to have depressive or anx-
ious symptoms (OR=11.8; 95% CI=4.8,
28.9). In a separate analysis, we compared
the caregiving–mental health association
among women with a range of levels of em-
ployment (employed part-time in nursing, full-
time in nursing, part-time in another profes-
sion, full-time in another profession, or not
employed). The association between caregiv-
ing time commitment and depressive or anx-
ious symptoms was similar across all employ-
ment strata; this was true for both spousal
care and parent care (data not shown).

DISCUSSION

In this 4-year study of middle-aged and
older women, we observed mental health im-
provement among those women who did not
provide informal care, as is expected with ad-
vancing age.22 However, instead of experienc-
ing age-related improvement, women who ini-
tiated spousal care during the study period
had a decline in well-being, on average. The
decline was especially pronounced among
women who reported high time involvement
in new spousal care responsibilities. Further-
more, the relation between time commitment
and risk of depressive or anxious symptoms
may not be linear. We observed a marked in-

crease in risk among women who provided
36 or more hours per week of spousal care,
indicating that there may be a threshold of
time involvement beyond which likelihood of
mental health impairment rapidly escalates.

We also observed that depressive or anx-
ious symptoms were more common among
new caregivers than among noncaregivers and
that higher weekly caregiving time commit-
ment was associated with higher risk of de-
pressive or anxious symptoms. This was true
for provision of either spousal or parent care,
although the elevation in depressive or anx-
ious symptoms was more pronounced among
spousal caregivers. Controlling for perceptions
of care-related stress and reward accounted
for some of the association between spousal-
care time commitment and depressive or anx-
ious symptoms and for virtually all of the as-
sociation between parent-care time
commitment and depressive or anxious symp-
toms. As a point of comparison, we assessed
the association between care for a child or
grandchild (well or ill, not specified) and de-
pressive or anxious symptoms, and we ob-
served no association between hours of care
for a child and risk of depressive or anxious
symptoms. Time commitment to care for a
grandchild was associated with a small but sta-
tistically significant decrease in risk of depres-
sive or anxious symptoms (data not shown).

This study was based on data from 2 points
in time, which allowed us to exclude women
with high levels of depressive or anxious
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symptoms at baseline and to control for base-
line mental health status. However, our fol-
low-up survey was essentially a cross-sectional
examination of previously healthy women, be-
cause the caregiving exposure measure and
the second assessment of depressive or anx-
ious symptoms were conducted simultane-
ously in 1996. Although women with depres-
sive or anxious symptoms in 1996
represented incident cases during the study
period, we could not determine the temporal
association between newly reported care re-
sponsibilities and newly identified depressive
or anxious symptoms. Furthermore, people
with psychological distress may systematically
overreport their caregiving time commitment,
thereby inflating the association between
caregiving hours and depressive or anxious
symptoms. Future studies should evaluate the
validity of time-use assessment by psychologi-
cally distressed survey respondents.

In addition to the potential bias in sampling
described above, random misclassification of
caregiving responsibilities may have influ-
enced our findings. Both the caregiving expo-
sure and the mental health outcome were as-
sessed with brief instruments, introducing the
potential for measurement error and attenua-
tion of the association between exposure and
outcome. Furthermore, because the statement
“provision of care to a disabled or ill spouse”
was open to interpretation by respondents,
some participants with husbands who were
only slightly impaired may have reported that
they provided low levels of spousal care (1–8
hours), whereas other similarly involved
women chose to mark “0 hours” of spousal
care. This type of misclassification would di-
lute the observed association between low
levels of caregiving and depressive or anxious
symptoms. In contrast, we are more confident
that women who reported higher levels of
caregiving (21–36 or more hours/week) truly
differed from the reference population (0
hours/week) with respect to provision of care.
Therefore, after taking into account the po-
tential for systematic and random misclassifi-
cation described above, the true association
between spousal care provision and depres-
sive or anxious symptoms is likely to fall
somewhere along the continuum between the
weakest (OR=1.2) and the strongest (OR=
5.6) point estimates noted in Table 3.

Exclusion of unhealthy women (i.e., those
with high levels of depressive or anxious
symptoms at baseline) also may have intro-
duced systematic bias. By excluding women
with serious illness or impaired mental health,
we may have eliminated from the analysis
those women who would be most vulnerable
to the stresses of caregiving. Similarly, nurses,
who are trained professional caregivers, may
be particularly resilient in the face of care de-
mands (although we observed no difference
in the effect of caregiving on mental health
among women currently working in nursing
vs other professions). Therefore, we may have
underestimated the true association between
care provision and mental health decline.
These factors may limit the generalizability of
our findings.

The 5-item Mental Health Inventory scale
has been found to be a valid measure of men-
tal health and well-being and is efficient for
use in a large survey population. However, this
brief measure is not appropriate for diagnosis
of clinical depression or related disorders.
Identification of clinically depressed women
would require a clinical diagnostic instrument
such as the Diagnostic Interview Schedule, the
use of which is a labor- and resource-intensive
process that is impractical in a large sample
like the Nurses’ Health Study population.

Clinical and Social Significance
of Findings

Data from the Medical Outcomes Study22

indicate that lower scores on the 5-item Men-
tal Health Inventory are monotonically re-
lated to increased likelihood of experiencing
7 indicators of mental health disturbance, in-
cluding life dissatisfaction, depressive symp-
toms, diagnosis of clinical depression, suicidal
ideation, and use of outpatient, specialist, or
inpatient mental health care. Important differ-
ences in life satisfaction and health service re-
source use were observed across the entire
range (0–100) of 5-item Mental Health In-
ventory scores, even when participants with
the highest scores (100) were compared with
those with scores near the population mean
(80). This difference in scores corresponds to
more than a 3-fold increase in the likelihood
of being diagnosed with depression, a 4-fold
increase in suicidal ideation, and a 3-fold in-
crease in outpatient mental health care use.

Therefore, any shift of the 5-item Mental
Health Inventory distribution toward lower
scores, as we observed among new caregivers
and those with high time commitments to
care, would be expected to result in an in-
crease in the population burden of impaired
mental health and in health service use.

Informal Care Time Commitment as
a Predictor of Depressive or Anxious
Symptoms

Historically, a basic tenet of caregiving re-
search has been that care-related tasks are a
fundamental source of burden, strain, or de-
pressive or anxious symptoms in caregivers.
Our findings contribute evidence that tasks
alone do not determine caregivers’ health. In
this study, equal spousal and parent care time
commitments exerted unequal effects on risk
of depressive or anxious symptoms, although
care for a disabled spouse and care for a dis-
abled parent should involve similar tasks.
Therefore, our study suggests that task bur-
den is likely to be only 1 of many component
causes of caregivers’ psychological distress.
Future prospective, population-based investi-
gations should explore additional characteris-
tics of caregiving relationships (e.g., obligation,
intimacy, conflict, reciprocity, financial depen-
dence) as underlying determinants of care-
givers’ mental and physical health. Further-
more, information was not available in the
Nurses’ Health Study regarding living
arrangements of care providers and recipi-
ents, duration of care, family income, and ac-
cess to paid sources of support, all of which
may contribute to observed differences in
caregivers’ mental health.

Within each caregiving category (spousal
care, parent care), the association between
higher caregiving time commitment and higher
risk of depressive or anxious symptoms also
warrants further investigation. Higher time in-
volvement may represent several unmeasured
variables that influence caregivers’ health and
well-being. For instance, greater weekly hours
of care may be a marker not only for perform-
ance of a greater number of tasks, but also for
poorer health status of the care recipient or for
more frequent communication or intimate con-
tact between caregiver and care recipient.
Such factors may drive the trend of increasing
risk of depressive or anxious symptoms with
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higher time involvement in spousal and parent
care. To inform successful long-term care inter-
ventions, future research should explore fac-
tors that underlie caregivers’ mental health im-
pairment or successful coping. For example,
grief surrounding a loved one’s illness or im-
pending death may be the fundamental cause
of distress among highly involved caregivers.
In this case, interventions that reduce care-
givers’ tasks (e.g., respite care) may ignore cen-
tral concerns about coping with loss and
thereby fail to prevent or alleviate caregivers’
psychological distress.

CONCLUSIONS

Decrements in mental health powerfully
relate to physical illness, with depressive or
anxious symptoms influencing physical, so-
cial, and role impairment to the same degree
as 8 common chronic conditions investigated
in the Medical Outcomes Study. In other
studies, depressive symptoms also have been
associated with increased risk of incident is-
chemic heart disease, poorer outcomes
among people with existing cardiovascular
disease, and elevated risk of all-cause mortal-
ity in medical inpatients.27,28

The adverse health effects associated with
caregiving are likely to disproportionately af-
fect women, because 70% of informal care is
provided by women and most US women will
provide informal care at some point during
their lives.5 Therefore, if our findings are rep-
licated and can be generalized to all women in
this society, it could be predicted that a large
proportion of the US population is exposed to
the risks described in this article. We must es-
tablish structures to support not only the el-
derly and infirm but also their caregivers.
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